Introduction: Surgery represents the main therapeutic modality for stress urinary incontinence. In incontinent patients with urethral hypermobility, the retropubic colposuspension by Burch technique is one of the surgeries that present better long-term results. Current trends towards performing minimally invasive techniques led proposing the Burch surgery through videolaparoscopy. The laparoscopic technique's long-term efficacy is a highly controversial issue. However, even if late results turn out to be satisfactory, the assumed advantages of laparoscopy (faster recovery, less pain, early return to daily activities, etc.) must be evident, in order to justify the use of this minimally invasive surgical access.
INTRODUCTION
Stress urinary incontinence (SUI) in women is an entity that presents high prevalence and significant medical, social and psychological consequences. Surgery represents the most effective therapy and is commonly used for its treatment. It is fundamental to consider the type of SUI when choosing the surgical technique. In patients with bladder neck hypermobility, retropubic colposuspension by Burch technique is one of the most used alternatives.
Current trends towards performing less invasive surgeries with shorter hospital stay period, lower indexes of complications and faster rehabilitation of patients led to the development of laparoscopic surgery. In 1991, Vancaille & Schuessler described the Burch surgery by laparoscopic approach, performed with a technique similar to conventional surgery (1) . Despite the assumed advantages of being a minimally invasive procedure, works analyzing the laparoscopic technique focus on assessment of efficacy and duration of long-term results. The efficacy of the laparoscopic procedure is quite controversial. However, even the results are similar for both techniques, it is still necessary to demonstrate the presumed advantages in patients' recovery. This issue is rarely discussed in the pertinent literature.
We performed an analysis of our casuistry in order to verify whether there is any advantage of videolaparoscopic surgery in relation to open surgery, using as parameters the satisfaction level, index of problems correlated to the surgical procedure, length of surgery and period of hospital stay and rehabilitation of patients.
MATERIALS AND METHODS
We performed a retrospective comparative study, analyzing 62 patients with SUI, undergoing surgical treatment in the period from May 1999 to February 2001. Burch technique by open approach was employed in 26 patients (42%) and laparoscopic Burch technique in 36 patients (58%).
All patients underwent a detailed clinical examination, as well as complementary tests. The patient profile was designed for each group according to the following criteria: age, previous surgeries for treating SUI, parity, hormonal condition, body mass index (BMI), presence of cystocele, rectocele, perineal rupture and uterine prolapse. Patients were regarded as having genuine SUI due to urethral hypermobility when the urodynamic study showed leak point pressure superior to 90 cm H 2 O. Intraoperative and postoperative data such as surgical time, associated surgeries and hospitalization period were assessed. We also evaluated the complications occurring intraoperatively and on the 7th, 30th and 90th postoperative day. We considered as intercurrences abdominal pain (when the use of analgesics were required), problems with surgical wound (infection, hematoma, dehiscence), fever, urinary tract infection, urinary retention or persistence of urinary loss symptoms (recurrence).
Burch surgery by open approach was performed with the patient in lithotomy position, through Pfannenstiel incision. Retzius space was extraperitoneally dissected, allowing approaching the urethra, bladder neck and Cooper's ligament, aided by the identification of the vaginal culs-de-sac through presentation with vaginal mounted gauze and palpation of the 18F vesical catheter balloon. Then 2 or 3 stitches were applied with 2-0 polygalactine suture between the vaginal dome, at the level of bladder neck, and Cooper's ligament. The laparoscopic technique was performed by transperitoneal approach through 3 punctures: 10-mm puncture in the umbilicus (optics) plus another 2 auxiliary punctures in McBurney's point, to the right (5 mm) and its mirror-image point to the left (10 mm). All other steps were similar to open surgery (2, 3) . Two stitches were applied on each side of the bladder neck in all patients.
As a criterion to objectively assess surgical outcome during post-operative follow-up, all patients underwent a rigorous physical examination with direct visualization of urine loss through the urethra following stress maneuvers, with the patient standing and with vesical repletion. An inquiry about the satisfaction level was also conducted, questioning if they would perform again the same procedure and if they would indicate the procedure to other persons. Once the patients answered the questions, we asked them to give a score (from 0 to 10) concerning the treatment employed.
The statistical analysis was made with the Epi info 2000 ® software using the qui-square test ( χ ²) and the Fisher's exact test with 95% confidence interval (p < 0.05) for all the assessed parameters.
RESULTS
Concerning patient age, we had as average 42 years, ranging from 27 to 68 years. No statistical difference was observed between the 2 groups when we assessed parity (average of 5 vaginal deliveries), hormonal conditions and body mass index, as well as the presence of vaginal dystopias (95% of patients presented some degree of cystocele and 75% some degree of rectocele). Three patients (8%) undergoing laparoscopic surgery and 2 (7%) undergoing open surgery reported previous surgical treatment for SUI (Table-1 (Tables-2 and 3) .
There were 4 (11%) intraoperative surgical intercurrences in the laparoscopic group (3 bladder lesions and one colon perforation) and 1 (4%) case in the open group (bladder lesion), (p = 0.93, χ² = 0.33). In relation to the hospitalization period, we observed an average of 3 days, lower in the group undergoing laparoscopic surgery (statistically significant), Table-4. When analyzing the postoperative results, 59 patients (95.16%) reported being dry or having minimal urinary loss, with no statistically significant difference between the 2 groups ( Table-5) .
Parameter
Tables-6, 7 and 8 show the complications at 7th, 30th and 90th postoperative days. When asked to give a score from 0 to 10 to their surgeries, 30 (83%) patients from laparoscopic group and 20 (77%) from open surgery group indicated a score between 8 and 10 ( Table-9 ). 
DISCUSSION
Burch colposuspension surgery (4) has been the procedure of choice for many gynecologists and urologists for treating SUI due to the good long-term results observed. The same surgery, performed by laparoscopic approach, is gaining popularity because it supposedly presents advantages such as, smaller incisions with better esthetic results, easier access to Retzius space, improved visualization of the surgical field, minimal intraoperative blood loss and lower requirement of analgesics in the postoperative period, in addition to lower cost, shorter hospital stay and rehabilitation period of patients (5-7). Many authors describe cure rates for laparoscopic Burch surgery similar to those obtained with open technique, however with comparatively shorter follow-up (8) (9) (10) (11) .
The literature contains descriptions of several modifications and technical facilities (staplers, bone fixators, synthetic meshes, biological glues) used in an effort to make the performance of laparoscopic Burch surgery easier and faster and, consequently, more accessible to surgeons (8) laparoscopy and 46 by open surgery) , observed that surgical time was similar, however the cure rate was lower with laparoscopic approach, corresponding to 80% in laparoscopy and 96% in open surgery. Complication rate was 11% and 17%, respectively (14) . Kohli et al. observed a shorter surgical time with laparoscopic approach (110 minutes versus 66 minutes). Hospital stay was longer with open route (mean 2.1 days versus 1.3 days). There were no intraoperative intercurrences in any group (15) .
In a retrospective study, conducted by Miannay et al. (16) comparing both techniques in 72 patients, a shorter surgical time was observed with open approach. However, patients reported a lower pain index with laparoscopic approach, requiring less postoperative analgesia. Hospital stay was also shorter with laparoscopic approach (mean 3 days with laparoscopy versus 6.3 days with open surgery). Cure and improve rates after 1 year, respectively, were 79% and 85% for laparoscopy, and 69% and 82% for open surgery. After 2 years, cure and improve rates dropped to 68% and 80% for laparoscopy, and to 64% and 75% for open surgery, showing a decrease in cure index when patients were assessed for a longer period.
Another comparative work was performed by Das using 10 patients operated by laparoscopy and 10 by open approach. They demonstrated a lower requirement for analgesia, shorter length of vesical stenting and shorter hospital stay with laparoscopic approach. However, the healing index after 10 months was 100% for open surgery and 90% for laparoscopy. After 36 months, this index dropped to 50% and 40%. Satisfaction level, however, was superior with laparoscopic surgery, corresponding to 60% in open surgery and 90% in laparoscopic surgery (17) .
On the other hand, Saidi et al. retrospectively studied 70 patients undergoing laparoscopy and 87 undergoing open surgery, with a mean follow-up of 15 months, and described a shorter surgical time, shorter hospital stay and faster rehabilitation in laparoscopic group. Cure and complication rates (91% in laparoscopic group and 92% in open surgery group) were similar (18) .
Moehrer et al. performed a systematic review of the literature, searching only the best evidences (randomized clinical trials) that analyzed laparoscopic Burch surgery. They suggest that the method can provide faster recovery, but with higher risk of complications. However, evidences are weak and prospective randomized works are required to better clarify this issue (19) .
In spite of this discussion, works did not clearly analyze whether laparoscopic surgery actually represents an advance for the patient, upon perceiving that it is a less invasive procedure.
In our study, we observed that 83% of patients undergoing laparoscopy and 61.5% undergoing open surgery were free of urinary symptoms 90 days after surgery. When added to symptoms improvement, which for patients indicates surgical success, these values rise to 97% and 92%, respectively. Obviously, a long-term follow-up is required for these patients, in order to verify the maintenance of such indexes, since several studies demonstrate deterioration in results with time.
However, if we analyze the initial results, aiming to assess morbidity and faster recovery of patients, it is not clear if laparoscopic surgery is more advantageous. Intraoperative complications occurred in 11% of laparoscopic surgeries and 3% of open surgeries. Bladder lesion was the most prevalent complication, followed by one case of colon perforation. These figures are compatible with literature (20) .
When assessing the presence of complications on 7th, 30th and 90th PO days, we observed that with open approach there is a significant decrease in the complication rate. On the 7th PO day, there was a statistically significant difference in complications between the 2 techniques. Such difference decreases on the 30th PO day, becoming statistically non-significant on the 90th PO day. We can conclude that laparoscopic surgery provided, in addition to shorter hospital stay, better rehabilitation in the first ninety days following the procedure. However, we observed that this shorter hospital stay and better convalescence had no impact on the assessment of satisfaction by the patients concerning their surgeries, generally evaluated as satisfactory. These findings can be associated with the fact that, in surgical procedures on the lower abdomen, with extraperitoneal access, the impact for the patient is already naturally low. Thus, the performance of laparoscopic method may not bring the expected benefits of a minimally invasive procedure. Prospective randomized studies are required to clarify this issue and to determine whether there is any advantage of laparoscopic Burch surgery or not.
CONCLUSION
Laparoscopic and open approaches for performing Burch surgery have similar short-term cure indexes, as well as similar occurrence of complications and satisfaction level of patients, with hospital stay and rehabilitation period being lower in those who are operated by laparoscopic approach. However, in the patient's point of view, laparoscopic Burch surgery did not present significant advantages in relation to open surgery in the population under study.
